Abstract: Porokeratosis ptychotropica is a rare variant of porokeratosis that is classically located on the gluteal and perianal regions, seldom extending to the genitalia. The authors report an atypical presentation of porokeratosis ptychotropica and discuss the use of dermoscopy in evaluating this dermatosis. Dermoscopic fi ndings, although not specifi c to this variant of porokeratosis, are helpful in the differential diagnosis of other genital disorders. Histopathology, through the visualization of multiple cornoid lamellae, prevails as the gold standard for the defi nite diagnosis of porokeratosis ptychotropica.
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INTRODUTION
Porokeratosis represents a heterogeneous group of keratinization disorders characterized by the histological fi nding of a cornoid lamella. 1 Porokeratosis ptychotropica is a rare variant that is classically located on the gluteal, genital, and perianal regions. Clinical recognition can be challenging, and diagnosis is usually delayed. In the following case report, we describe the use of dermoscopy as a complement to clinical examination in the diagnosis of porokeratosis ptychotropica.
CASE REPORT
A 34-year-old, otherwise healthy man presented with a mildly pruritic lesion located on the right scrotum, which he had had for two years. Friction with clothing was mentioned as an aggravating factor. Previous treatments with topical corticosteroids and antifungals failed to improve the condition. Physical examination revealed a single, annular, 1.5cm-diameter plaque with a raised hyperkeratotic, ridgelike border on the scrotum ( Figure 1A ). The remaining observation was unremarkable. Differential clinical FIGURE 1: A -A single, annular plaque with hyperkeratotic, ridge-like border is observed in the right scrotum; B -Digital dermoscopy revealed a sharply demarcated annular lesion with a thick, peripheral light brown rim, limiting an erythematous nonatrophic centre with regular dotted vessels; C -Histopathology evidenced the presence of multiple cornoid lamellae (haematoxylin and eosin, original magnifi cation x100) diagnosis included porokeratosis, Bowen's disease, eczema, and genital psoriasis. Digital dermoscopy evidenced a sharply demarcated annular lesion with a thick, peripheral light brown rim, limiting an erythematous non-atrophic centre with regular dotted vessels ( Figure 1B) . Despite suggesting porokeratosis, a punch biopsy was done. Histopathological examination revealed hyperkeratosis, acanthosis, and the presence of multiple cornoid lamellae, consistent with the diagnosis of porokeratosis ptychotropica ( Figure 1C) . No amyloid deposition was observed.
Both cryotherapy and 5% imiquimod cream (3 times a week for 16 weeks) were ineffective. Due to the small size of this single lesion, associated discomfort and unknown long-term malignancy potential, surgical excision was performed, further confi rming the previous diagnosis. No recurrence has been observed.
DISCUSSION
Five primary, clinical variants of porokeratosis have been described: classic porokeratosis of Mibelli, disseminated superfi cial (actinic) porokeratosis, linear porokeratosis, punctate porokeratosis, and porokeratosis palmaris et plantaris disseminata. 1 Porokeratosis ptychotropica is a rare variant described in 1995 by Lucker et al, and taken from the Greek words ptyche (fold) and trope (turning), in allusion to the pleated nature of this lesion. 2 This feature is set by the distinct presence of multiple cornoid lamellae on histopathology. Of unknown cause, it appears to be more frequent in men, and it most commonly presents as symmetrical verrucous papules and plaques in the gluteal cleft and perianal region, hence the interchanging use of designations such as verrucous or hyperkeratotic porokeratosis. 3 This classic presentation is often misdiagnosed as psoriasis, dermatophytosis, condyloma acuminata, or even as lichen simplex chronicus, among other infl ammatory conditions.
Porokeratosis ptychotropica is rarely limited to male genitalia. 4 Regardless of the localization, reported cases are consistently exuberant, perhaps as a consequence of delayed diagnosis. The case outlined, describing a single, non-verrucous lesion, may be regarded either as an initial presentation or a different clinical variant of porokeratosis ptychotropica. Also unique to this case is the dermoscopic description of porokeratosis ptychotropica, which, to our knowledge, had not previously been reported. As observed, this dermoscopic appearance is similar to other porokeratosis variants, with its distinct peripheral hyperkeratotic rim. 5 Dermoscopy enables a quick assessment of several infl ammatory and neoplastic diagnostic differentials.
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